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The NHS Five-Year Forward view recognises that the NHS needs to do more to support older 
people living with frailty in care homes. This paper presents the findings from a rapid review and 
consensus events that explored how organisational context affects uptake of healthcare innovation 
in long term care settings. Care home managers and front line staff, care home researchers, NHS 
commissioners and NHS practitioners participated in the workshops.  
The review found that uptake is likely to be better when contextual factors are addressed. 
Leadership and care home culture were important but there was a limited consensus about how to 
identify this or, for example, what kind of leadership made a difference.  A few studies highlighted 
the importance of making sure that the priorities of care home and health care practitioners were 
aligned and establishing that care home staff had the resources and time to implement the 
change.  
Workshop participants agreed that the different contextual factors discussed in the literature were 
important and resonated with their experience. NHS services and practitioners had not however, 
structured their work with care homes to take these factors into account. Also discussed was the 
need to consider if NHS services understood how to work with care homes.  
In deciding how and when to allocate resources to care homes to support new initiatives, the NHS 
needs to consider carefully the organisational contexts and assess them appropriately. Based on 
the combined findings we suggest ten key questions for commissioners and service providers 
working with care home providers. Ideally these questions can be used prior to working with care 
homes. They can also help to structure reviews of uptake of innovations to enhance health in care 
homes.  
1. Does this intervention align with care home priorities? Or are there other potential 
interventions that care homes identify as more pressing? 
2. What evidence is there of senior management interest and enthusiasm for this 
intervention at organisation & unit level?  Are they willing and able on a daily basis 
to take a leadership role in supporting the proposed change? 
3. Do care home staff have enough “slack and flexibility” to accommodate the change 
into their current workload, is this recognised as core to their work? 
4. How is change discussed (formally and informally) in the care home setting? Who 
needs to be involved in decision-making about what is being proposed and how it is 
implemented? 
5. What are the recent changes or health related projects this care home has been 
involved with? 
6. Is there a champion in both the care home and in the linked NHS service with 
protected time to help facilitate change? 
7. What are the pre-existing working relationships between NHS services and care 
home staff and networks of care and support around the care home? ( e.g. GPs, 
visiting specialists, links with local hospital) 
8. Could the intervention appear judgemental by signalling in a negative way that the 
care home needs to change?  
9. How well do existing care home training programmes and work schedules fit with 
what is proposed? 
10.  Will care home staff have to collect and enter new data or is it held in existing 
systems? 
The report concludes by suggesting some strategies that might support how NHS practitioners and 




In England there are almost three times as many care home places as there are beds in the 
acute hospital sector and one in six people aged 85 or over are living permanently in a care 
home. Care home residents have complex healthcare needs due to multiple co-morbidities 
(including dementia), yet do not always have access to a healthcare service that they would 
have if they were living in their own home. In the UK approximately 5000 out of 18000 care 
homes are registered for nursing. Most care homes do not have registered nursing staff on 
site(1,2).  
There is a growing recognition of the need for care home specific evidence that informs and 
improves health care of older people these settings (3,4). How improvements to healthcare 
for residents in care homes are implemented depends on a range of factors (5,6).  
Understanding from the outset how the organizational context and culture of a particular care 
home influences readiness to participate in change is important. It has the potential to shape 
how health care professionals plan their work with care homes and help to explain the 
variability of uptake of new initiatives across the sector.” 
Implementation science recognizes that differences in context influence innovation and 
implementation (7). Context is a broad concept and multiple implementation frameworks 
have operationalised what its components are (8). Despite the rapid growth in 
implementation science in the health care sector in general, there remains limited knowledge 
regarding how context affects care home innovation and implementation (9,10). This is 
especially relevant when implementation involves practitioners from different types of 
organisations (public and private), with overlapping priorities, beliefs and values working to 
improve the health care of frail older people.  
A Canadian programme of work has linked assessment of care home context (Alberta 
Context Tool© (ACT) with a care home’s capacity to embed new ways of working and caring 
into its everyday practice(11–13).  This has been done by studying different elements of 
organizational context, such as leadership styles and communication patterns and their 
impact on implementation of innovative models of care (14).  In the English context this 
reasoning has been supported by a study evaluating the uptake of a peer-to-peer training 
programme on end-of-life care. This found positive associations between certain institutional 
characteristics and care homes’ engagement with the scheme. There were some surprising 
findings, for example, that a care home’s previous experience of working on end of life care 
projects did not improve the likelihood of uptake.  However, there were improvements in both 
the level of involvement of the care home manager and workforce turnover (15).  
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Building on this work we wanted to explore in more detail how the organisational context of 
the care home and its constituent elements might shape care home staff capacity and 
readiness to engage with NHS services and innovation.  Specifically, could this information 
inform: 
 How care homes are identified 
 How priorities are agreed, 
 The intensity and frequency of support that visiting health care professionals offer 
 How to evaluate effectiveness when care homes are at different stages of readiness?  
The underlying rationale was that any evaluation of how a health care intervention affects a 
care home should consider from the outset the context dependent nature of the 
implementation process. 
Aim 
To identify and map the contextual influences that affect successful implementation of 
healthcare interventions in English care homes.  
Method 
The study was conducted in 2016 and there were two phases of work.  Phase one was a 
rapid review (16) of evidence on context measurement in care homes and the contextual 
factors that impact on care home readiness to engage with health-related innovation.  Phase 
two involved two consensus workshops where the review findings were discussed with 
relevant stakeholders. 
Phase one Rapid Review 
Review structure 
To structure the review we undertook a preliminary scoping of implementation frameworks 
that had been used in health care and/or care home research. Three frameworks were 
identified: the PARIHS framework (17), the Alberta Context tool (ACT) (13) and the 
Consolidated Framework for Implementation Research(18) .  The frameworks had 
overlapping components including assessment of leadership, organisational culture and 
activities that support evaluation, such as use of different data sources, reflection and group 
review.   
We used ACT to inform how we interrogated the evidence because it drew on the theoretical 
work of PARIHS, had been used in long term care settings and was developed to enable 
researchers to test how context facilitates and/or hinder successful knowledge translation. A 
survey instrument (13), it  includes ten concepts or domains considered important to the 
organisational context, each domain is measured by several questions or items. These 10 
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domains and related published information, were used to guide data extraction and 
synthesis (see Appendix 1). While the ACT had not previously been used in the UK, it has 
been translated for use in other countries (19,20).  The domains provided a structure to 
organise data extraction, evidence synthesis and interpretation of the literature on health 
care interventions in care homes.  
Inclusion criteria 
Following  on from the earlier review work of Gordon et al (3) the rapid review drew on two 
sources of evidence.  The first source was Randomised Controlled trials (RCTS) of health 
care interventions conducted in care homes between the years 2009-2016 that fell into one 
of the following four intervention categories. 
  Telehealth, telecare, telemedicine (including video consulting and remote 
monitoring) 
 Integrated working between care home staff and visiting health care professionals. 
 Use of integrated records/data 
 Comprehensive assessment and care planning (face to face or remotely) by GP or 
consultant hospital doctor 
These intervention categories were chosen because they were commonly used to promote 
integrated working between the NHS and care homes across the six care home specific 
Vanguards.  The second source of evidence was care home studies that had reported on 
how context had informed uptake and implementation but whose intervention differed from 
these four areas of care.  This could include any empirical evaluation and was not just 
restricted to RCTs. For both sets of evidence we included studies published in English, that 
involved health care professionals and care home staff working together for the benefit of 
residents’ health-related outcomes. The included studies were mapped against the 10 
concepts/domains in the ACT (appendix 1). Studies that did not provide information on 
contextual factors were excluded. 
Search strategy 
We searched PubMed and Cinahl for records published between 2009-2016.  The searches 
were conducted in July 2016.   Search terms used are shown in box 1.   In additional we 





Search terms  
PubMed   
“nursing home” OR “residential facilities” OR “homes for the aged”  (MESH)  OR nursing 
homes (TI/AB], care home [TI/AB] OR residential care [TI/AB] 
AND  “randomised controlled trial” OR “randomized controlled trial”  (MESH) 
Limited to June 2009 onwards 
CINAHL   
"nursing homes" OR "residential facilities" OR "skilled nursing facilities"  limited to RCTs 
and from 2009 onwards 
Box: 1: Search terms for rapid review 
Data extraction and analysis 
Search results were downloaded into bibliographic software and duplicates deleted.  Two 
authors independently screened the first twenty titles and abstracts identified by the 
electronic search to check for agreement (RS, CR). Criteria for inclusion were the focus of 
the study and whether the intervention was relevant to working between visiting health care 
services and care home staff. We screened papers as to whether they were relevant to the 
four Vanguard topics. For those that were not, we assessed what kind of contextual factors 
were being explored. 
.  
Screening was an iterative process with papers being revisited if there was doubt or if new 
issues were identified during data extraction. The remaining records were screened by one 
author and checked with a second author if there was uncertainty.  Hard copies of potentially 
relevant papers were screened by one author (either RS or CR) and checked by a second.  
Disagreements were resolved by discussion with a third author (CG and FB).   
Data were extracted into an Excel database. The form included information on study 
aims/research question, intervention (including who delivered it, duration, intensity, how care 
home staff were involved) participants, setting, type and size of care home, country and 
information relevant to the 10 ACT domains (Appendix 1).  For the analysis data were 
mapped against the ACT framework in order that we could assess: 
 Had the study reported care home contextual factors (as specified in the ACT)? 
 Had the study considered care home contextual factors when designing the 
intervention and setting up the study? 
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 Had they reported on how contextual factors were thought to impact on the uptake of 
the health care intervention?  
Phase Two Consensus workshops 
The impetus for the rapid review came from NHS England’s investment in six Vanguard sites 
to develop new ways of working between the NHS primary care and care homes 
(https://www.england.nhs.uk/ourwork/new-care-models/). Three consensus workshops were 
planned to be held in the South, Midlands and North of England. At the request of 
participants those for the Midlands and North were combined and two workshops were held, 
one each at Nottingham and London. A presentation of the rapid review findings for sharing 
and comment was subsequently submitted to a Gateshead care home evaluation event.   
In collaboration with the National Care Home Research and Development Forum and the 
Vanguard sites we invited care home managers and front line staff, care home researchers, 
NHS commissioners and providers of services to care homes. Participants were invited via 
existing databases and evaluation networks, those who responded were self-selecting but 
had to have direct experience of working with NHS services and care homes. Participants 
were sent a briefing document and programme before attending the half day workshop. At 
the workshops the findings of the rapid review were presented using the ACT headings to 
structure the discussion. Participants were asked to respond based on their experiences of 
what needs to be in place to secure care home engagement and participation. Using 
nominal group technique participants ranked what was most important when assessing care 
home readiness to participate in NHS led service improvement and delivery (21). Box 2 
summarises the stages. 
Findings from the two phases were synthesised with a focus on points of agreement, 





Box: 2: Nominal group technique to assess what should be considered when assessing care 
home readiness 
Results 
Rapid Review of evidence on health care services working with care homes 
Forty-six papers met our inclusion criteria. An overview of the selection process can be seen 
in Figure 1.We found studies from 11 different countries: US (12) UK (10), Mainland Europe: 
Belgium, France, Netherlands, and Norway (10), Australia (9) New Zealand (2), Canada (2) 
and China (1).  
Interventions either focussed on particular issues for example, residents’ medication 
management (22,23), reduction of anxiety and depression(24) or were focused on broader 
system change to improve residents’ health, provide support to care home staff and 
residents and reduce avoidable hospital admissions (25–27). 
 After a presentation of the evidence participants discussed their experiences of working 
with care homes.  In particular, what it is important to have in place, or know, prior to 
working together 
 Individuals independently noted down characteristics that they felt are important, being 
as specific as possible.  
 Participants shared all ideas with the group until all characteristics had been presented 
and recorded on post it notes.  
 Period of clarification, removal of duplicates, and discussion of the different 
characteristics’ relative importance.  




Figure 1: Flowchart showing identification of literature for rapid review 
In the following text we summarise the main findings based on the ten key domains of the 
ACT.  More details of how the studies mapped against the different domains, and the impact 
of the intervention on the primary outcome, can be seen in Appendix 2. 
Leadership 
Leadership was defined  in the ACT as how the recognised leaders in an organization 
influence change and excellence in practice  (12). The assumption is that uptake of an 
innovation is more likely where leadership within the organisation is positive. The kind of  
evidence that we looked for in the review was description or discussion of how managers or 
unit leaders were involved in the change, if there was information about how stressful 
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situations or conflict was resolved, how managers motivated and mentored staff, and if there 
was focus on achievement and feedback on progress 
Twenty-seven (59%) of included papers made reference to how the leadership of the care 
home affected the process or uptake of the innovation. Of those, seven studies focused 
almost exclusively on the negative impact of a lack of leadership. Issues cited included poor 
role clarity, manager resistance, delegation of responsibilities to staff who lacked skill or 
authority, turnover of managers and insufficient management attention to the innovation  
(28–35) .  
Thirteen studies viewed care home managers as skilled leaders who needed to be engaged 
in a project from the outset.  This was felt to help foster positive working relationships and 
meant that the intervention (and the changes it involved) were presented to care home staff 
as feasible and important (36–41). Some papers argued that this kind of leadership needed 
to be present at the resident level of care (28) backed also either by national imperatives 
(41), or with staff actively mentored and empowered to act as champions leading  change 
(42–46).  
Two studies excluded care homes at the point of recruitment either because care home 
managers had no day to day contact with residents or because the care home was under 
formal investigation (47,48). One ethnographic study on the impact of leadership on the use 
of physical restraints in nursing homes concluded that the observed diversity in leadership 
styles meant that one could not assume one approach was better than another, but, as a 
minimum, a leader's presence in the care home was necessary to facilitate the internal 
processes that support change (49,50) . 
Culture 
Culture can be conceptualised as the way that things are done within an organisation, those 
activities that enable a positive work environment. This includes how staff are observed to 
support one another, opportunities for professional development, how the priorities and 
wants of residents are defined, how work is organised and the amount of control staff have 
over their day to day practice 
Twenty-eight studies (61%) made some reference to the impact of care home culture on the 
uptake of the innovation. Only one paper considered how visiting health care professionals’ 
ways of working may have contributed to a negative outcome(41) . Positive cultural 
attributes identified were those that gave time and resources to the support of staff education 
and reinforcement of learning and quality improvement (30,39,40,44), feedback on progress 
and a sense of ownership of the change (28). Uptake was observed as more likely when an 
intervention was acceptable to health care professionals, residents and staff, fitted with 
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existing care home routines, and when there were opportunities for ongoing consultation 
with staff (37,48,51,52).  
Factors that were thought to work against uptake were when the systems of care and 
required staffing levels were incompatible with those proposed by health care professionals, 
or if care home staff felt that the proposed change inferred a criticism of current practices 
(32,46,53,54). In these situations the support of the leadership was not sufficient to achieve 
change. A preoccupation with the safety of residents or tasks, difficulties in talking to 
individual residents or residents with advanced dementia, or a complex range of needs could 
negate the impact of initiatives designed to increase residents’ participation and 
activities(26,29,38,49,55–57) .  
Studies were divided about how previous experience of working with visiting health care 
services affected readiness for change. Too much or too little prior experience in the 
proposed area of work could limit care home staff engagement (31,36,58,59). One study 
suggested that the financial model of the care home, whether commercial or not-for-profit, 
could influence care home receptiveness(55) . 
Evaluation 
Evaluation refers to the processes a care home uses to collect data to assess staff 
performance and achieve outcomes at an organisational or unit level. This is observed in 
how information about performance is formally and informally shared and monitored within 
the organisation and if there are action plans in place. The assumption is that care homes 
that report using data routinely to inform care planning will be more receptive to 
incorporating new evidence into their practice. 
Eleven papers (26%) collected data about performance.   Where collected this was 
discussed in terms of  a care home’s familiarity with inputting data, and how information was 
used to inform care. Specifically, whether care homes could easily provide information about 
residents’ characteristics, document their participation and health related outcomes or 
provide information about relatives’ involvement in care(26,31,36,39,49,52,59). One study 
noted the related challenges of synthesising data from the multiple data sources held in the 
care home(46).  
Other studies described the benefits of engaging in pre-intervention work or adaptations to 
current processes to ensure approaches to and the documenting of care were at an agreed 
level from the outset(35,60,61). There was no consensus as to whether the characteristics of 




Social capital is characterised as the stock of active connections that exist between people. 
It is those activities that support bonding between individual team members on a unit, 
bridging connections between different care teams and linking vertical connections between 
individual team members and individuals in positions of authority, e.g. care managers(13).  
This places the care home as one organisation in a wider network of care. This was not 
explored in the majority of the research reviewed and only seven papers referenced how 
care homes’ connections particularly with external services affected implementation. 
(31,37,51,58,59,62) . Specifically, the absence of connections between General 
Practitioners, secondary care (hospitals)and professional or academic organisations  were  
seen as  an important contextual factor affecting how care homes worked with health care 
practitioners Two studies reported on the advantages of having specific clinicians working 
with care homes to support interventions to improve the quality of care and reduce 
admissions to hospitals (42,48). 
Informal and Formal interactions 
The number, frequency and who is involved in formal interactions (e.g. team meetings) and 
informal exchanges within a care home staff, both qualified and unqualified, can be a proxy 
indicator of how information about an innovation is shared and assimilated by those 
involved.  Linked to social capital, ten (22%) studies considered formal and/or informal 
interactions. Some of the studies had focused on multidisciplinary working, noting the 
frequency  of meetings or the challenges of arranging meetings and case conferences that 
involved key participants, e.g. GPs, user representatives, (25,30,58,62,63). Where staff 
interactions were limited, this could lead to dissonance between formal reporting and what 
had been observed to occur. It could also mean there were few opportunities to discuss the 
challenges staff experienced when implementing change (45). One study identified limited 
opportunities for staff communication within the organisation as a reason for study attrition 
(64) and another the need for staff to have access to intensive coaching to build confidence 
in their practice(36).  In three studies the interventions relied on a combination of structured 
meetings and informal interactions to deliver their intervention. They recorded positive 
outcomes in the physical care of residents and staff-to-staff communication. This was 
despite one study showing no measurable improvement in staff knowledge and another 
reporting a backdrop of high leadership turnover (32,44,65) 
Structural/electronic resources, Organisational slack (staff, space and time) 
These combined headings refer to: a) the level of resources that staff can use to support 
how they respond to an innovation and b) the capacity or slack within the organisation to 
incorporate the pressure for change with the existing demands of the care home. 
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Studies highlighted the challenges encountered when care homes were going through 
system change or reorganisations (42) and the need for quiet space for meetings and 
training(29).  The biggest issue identified by almost all the studies was staff availability. This 
was expressed in three ways:  staff turnover, staff with the relevant skills and authority, and 
the extent to which an innovation was made a priority when set against the stretched 
resources of the care home (24,26,28,30,34–36,39–41,44,48,53–55,62,64,66–71).  A 
number of studies suggested that providing backfill funding for staff time could be needed to 
address problems of staff availability (28,29,43,45). Also important was providing a lead in 
time to build relationships,  agree how to work together and establish if the intervention is 
relevant to the care home(41,47,52,62,72) However, how many or what type of staff would 
be more or less likely to support an innovation were not discussed. 
Summary of Rapid Review 
The literature was identified on the basis that it was testing the effectiveness of an 
intervention that required health care and care home staff to work together to improve 
residents’ health and/or that it had addressed how care home context affected the uptake of 
health care innovations. Leadership and care home culture and staff capacity to engage with 
and prioritise an innovation were recognised as important influences on uptake and there 
was recognition of the need to consider a care homes’ existing networks of support, patterns 
of working and communicating. Availability and capacity of care home staff were linked to 
how the intervention was structured, specifically if it required the involvement of senior staff, 
involved extra training and/or required staff to participate in extended periods away from 
their existing work. We found limited evidence in the included studies of these context 
specific issues being discussed prior to an intervention being introduced. 
Consensus Workshops 
Thirty-five participants were involved in the consensus workshops. Table 2 summarises the 
groups represented. 
In the first workshop the nominal group technique was only partially applied as more time 
was given to discussing experiences of working with care homes and the implications of the 
evidence review. The workshop established areas of common agreement within small 
groups but did not progress to a ranking by the whole group (Appendix 3). Participants at 
workshop two received feedback on what might be important questions to ask care homes 
based on the first workshop and summary sent to the Gateshead evaluation event and 






n=21 + 3 facilitators 
Care home managers                                                                                           
3 
Care home representative organisation/charity                                                    
4 
NHS Physician/Nurse/therapist working with care homes                                    
6 
NHS manager/ commissioner                                                                               
3                                                                                          
Care Home Researchers                                                                                      
5 
  
Nottingham n= 14+ 2 
facilitators 
Care home manager                                                                                             
1 
Care home representative organisation/charity                                                    
3 
NHS physician/nurse/therapist working with care homes                                     
4 
NHS commissioner/manager                                                                                
4 
Care home researchers                                                                                        
2 
Total participants                                                                                                                            
35 
Table 1: Workshop participants 
Initial discussion at both workshops (Appendix 3) focused on whether the findings from the 
rapid review resonated with their experience.  In workshop 1 participants emphasised the 
need to find a balance between the priorities of health services and care homes and 
recognising where these intersect.  Several participants talked about having champions, 
both formal and informal, in the care home and the NHS who were willing to take risks, 
advocate for care homes and “unlock the potential” in both services to work together.  
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Participants at both workshops stressed the importance of having enough time to get to 
know each other, build a shared agenda and building mutually beneficial working 
relationships. 
Everyone identified leadership approaches in the care home as important but struggled to 
unpack what level of managerial involvement or type of staff turnover and availability might 
affect uptake of the healthcare intervention. Fewer had considered how the internal systems 
of the care home and surrounding networks of care affected uptake. 
Participants in both workshops noted that there was nothing in the evidence reviewed about 
the readiness of health care professionals to work with care homes. NHS practitioners’ prior 
knowledge and experience of working in care homes could also affect implementation. 
Further commented on was the lack of evidence about how to establish from the outset if 
what was proposed by health care professionals was wanted or needed by the care home.  
Twenty-one characteristics likely to affect care home readiness were identified from the 
second workshop.  The final top five that were ranked as most important by workshop 
participants, emphasised a receptive and engaged leadership, a questioning care home 
culture and ensuring that the proposed changes fitted with the priorities of all staff ( Box 3).   
1. Capable and confident care home manager with the autonomy to make decisions  
2. Alignment of NHS and Care home priorities and evidence of buy-in from relevant staff 
(care home and NHS), depending on the intervention  
3. Engagement from proprietor and home manager (leaders of the home) with an 
expressed and shared vision to improve services / quality of care 
4. Evidence of a culture of wanting change or seeing change as something to be 
welcomed? Is there an appetite for it?  
5. Receptiveness of manager and senior staff within the care home to engage and lead 
the change 
Box: 3: Care home characteristics ranked as most important by workshop participants 
One care home manager observed that often it was not that care homes were uninterested in 
health care innovation but that they had few opportunities to influence what they were offered. She 
gave the example of how her care home had already invested in education and training in end of 
life care. Consequently, being offered more input on end of life care was not as valued as other 
areas of health-related care such as medication management. Workshop 1 
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The inference from the discussion was that if these were in place other issues such as 
staffing time, skills, availability of a champion to work with, available resources, effective 
channels of communication within the care home and with NHS services over time, could be 
resolved. 
Discussion 
The aim of the evidence review and consensus workshops was to identify and map the 
contextual influences that affect successful implementation of healthcare interventions in 
English care homes. A clear message from the workshops, and to a lesser extent the rapid 
review, was the time it took to learn together and develop relationships that supported 
effective working between the NHS and care homes. Findings that are supported by recent 
papers on working with care homes (5, 73). 
There was an emerging consensus about the characteristics of care home readiness from 
the review that were consistent with participants’ experience and priorities for future 
assessment. These were: 
 The importance of allowing time to build relationships between care home and NHS 
staff and identify how the priorities of health services and care homes and intersect 
 Paying attention to how the manager(s) work in the care home and how authority to 
effect change is delegated.  
 How the care home leadership and their staff responded to and took ownership of  
change  
The rapid review also provided very useful pointers that should be considered in assessing 
readiness around internal communications in the care home. Evidence (often negative) 
suggested that this affected whether a change was known about and staff engagement. This 
was not something that participants had given much attention to but acknowledged it made 
sense. 
Both the review and the workshops struggled to operationalise the different aspects of care 
home readiness in ways that could be used to guide commissioners and practitioners 
involved in service development. For example, how much time is needed to establish a 
working relationship and how do you judge its strength or quality?  
There were accounts in both workshops of care home managers and staff initial enthusiasm 
dwindling over time. This would suggest, based on the evidence that, as important as the 
manager’s involvement is the capacity of staff to participate and if an intervention fits with 
care home values and beliefs.  
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This could involve asking about the microsystems within care homes and the presence (or 
absence) of relationships between care home staff, their managers and the pre-existing 
networks of support around the care home. Whilst the evidence would suggest these care 
home characteristics are important, participants were less able to describe situations where 
they had considered them. The workshops demonstrated the benefits of triggering these 
kinds of discussions, pooling experiences and building a shared knowledge of working in 
and with care homes.  
The ACT was used to organise our thinking and analysis but it was not appropriate or 
feasible to apply the specific linked questions for each of the ten domains to interrogate the 
evidence or inform the discussion. Nor is there any suggestion that there is a composite 
score based on the ten domains signal whether a care home is ready or not to engage with 
NHS services. What this exercise does signal however, is the value of systematically 
considering, domain by domain, what is known about the care home prior to its participation.  
The workshops highlighted the importance of creating time and space to consider for 
example, how staff availability is assessed or what needs to be in place to ensure that the 
focus of the service reflects the priorities of care home staff, residents, family and visiting 
health care professionals. 
Martin Marshall (73) and colleagues provide a very honest account of and reflection on an 
implementation failure in care homes. They ruefully comment that despite knowing what 
supports implementation often evaluations of success or uptake are done too early in the 
process of learning how to work together. The following quote about what they would do 
differently concurs with some but not all of the findings of this review and workshops.  
“We will not rely on a single senior care home manager to provide a practitioner view for the 
original proposal and we will seek a wide range of views from frontline staff and from care 
home residents in an inclusive and iterative way. We will not assume that the intervention 
can be implemented as described in the proposal and we will be more sensitive to the 
resource constraints under which the improvement team and the care homes are operating. 
If we do all of this, the outcome will almost certainly be better.” P4.  
Limitations 
The study findings are limited by the scope of the review. It is likely that there are other 
research accounts of how the organisational context of the care home has affected uptake. 
The consistency of the findings and their resonance with the workshop participants would 




It is also worth considering if the review found a form of informant bias that reported 
healthcare interventions positively but care home leadership in negative terms. 
We were only able to run two workshops and whilst they had a wide range of participants the 
consensus rankings need further refinement and testing with a wider audience. Also, those 
people attending may have a higher level of enthusiasm and commitment in this area and so 
not be truly representative of the range of views across the country. In particular the views of 
care home managers and staff need closer attention.  
The residents and relatives’ voice are largely missing from this report. This is in part because 
it was absent in the evidence reviewed, nor were there residents or relatives at the 
workshops. This is a significant limitation that so little can be said about how residents and 
their representatives influence the planning and uptake of heath care interventions. 
Conclusions 
The review and workshop highlighted many contextual factors that enable integrated working 
between care home and NHS services and ranked them by importance.  Learning about how 
to approach the assessment of care home readiness provides a platform for shared 
conversations and arguably identifies from the beginning when and where the NHS will need 
to allocate more time and resources to working with particular care homes.  
There would be value in undertaking a structured assessment of the organisational context 
of care homes that have participated in the Vanguard sites using the ACT or equivalent. This 
could: 
 Provide an overview of the capacity and readiness of care homes that participated in 
the initiative  
 Test the assumptions of participants about what needs to be in place against what 
was present in the care homes and the observed outcomes. 
 Explain the observed variability in uptake within and between the sites. 
We propose a set of questions that combines the review findings with the workshop priorities 
and could be used to base conversations between those planning and reviewing health care 
interventions with care homes. 
1. Does this intervention align with care home priorities? Or are there other 
potential interventions that care homes identify as more pressing? 
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2. What evidence is there of senior management interest and enthusiasm for this 
intervention at organisation & unit level?  Are they willing and able on a daily 
basis to take a leadership role in supporting the proposed change? 
3. Do care home staff have enough “slack and flexibility” to accommodate the 
change into their current workload, is this recognised as core to their work? 
4. How is change discussed (formally and informally) in the care home setting? 
Who needs to be involved in decision-making about what is being proposed 
and how it is implemented? 
5. What are the recent changes or health related projects this care home has 
been involved with? 
6. Is there a champion in both the care home and in the linked NHS service with 
protected time to help facilitate change? 
7. What are the pre-existing working relationships between NHS services and 
care home staff and networks of care and support around the care home? ( e.g. 
GPs, visiting specialists, links with local hospital) 
8. Could the intervention appear judgemental, by signalling in a negative way that 
the care home needs to change?  
9. How well do existing care home training programmes and work schedules fit 
with what is proposed? 
10.  Will care home staff have to collect and enter new data or is it held in existing 
systems? 
Next steps 
Based on the assessment of the care home’s capacity to participate, we have limited 
evidence of what strategies might support integrated working, especially in situations where 
uptake of innovation is slower or initially resisted. The most consistent finding is that 
relationships between staff in the different sectors has a strong influence on outcomes, so 
any strategy should aim at enhancing relational working between care homes and their 
partners. 
Taking the pooled experience of the workshop participants and the rapid review the following 
considers how NHS services and care home managers might work together when care 
home. It also draws on work on MyHomeLife resources around caring conversations to help 
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understand what matters, how people feel and what might support practitioners to work well 
together. http://myhomelife.uws.ac.uk/scotland/caring-conversations   
 Top priorities identified 
by  workshops  
Findings from scoping review Implications and strategies to support change 
Capable and confident 
manager with the 
autonomy to make 
decisions 
Uptake more likely when manager on-
site and involved. Some evidence more 
effective if a senior staff members have 
a champion role and are involved in 
residents’ care 
Clarify with the care home manager and senior staff what being involved is going to 
entail in terms of time and resource. If the manager is new to their post or uncertain 
consider offering extra support and/or an extended time to test different ways of 
working together. Ask:  
What would happen if we gave this a go?  
Alignment of priorities 
and buy-in from staff, 
depending on the 
intervention/shared 
vision 
When staff did not believe  in the 
importance of the innovation  or see it 
as part of their work there was limited 
uptake  
Establish if what is being proposed is important to the care home. Are there other 
issues they want to address first? If it is really not of interest to the care home staff 
or not a priority, ask: 
What do others think?   
How can we work together to make this happen? 
Care home staff are 
keen to change and 
committed to improving 
residents’ health care 
Where there is evidence of supporting 
staff learning and a focus on residents 
rather than tasks, uptake of innovation 
is more likely  
Find out how staff are supported to learn and try new approaches to care. What do 
they have in place that could complement your initiative? Ask: 
Is it real and possible? 
Help me to understand what is happening? 
Agreement about what 
the outcomes will be, 
between care home 
and NHS staff. What 
would “good” look like? 
If care home staff were unclear about 
what the intervention would achieve 
they were less likely to participate or 
sustain involvement 
Discuss what good care looks like and how everyone involved would recognise 
when it happens. Have systems that recognise and reward good care in the care 
home. Create opportunities to note and celebrate success during the implication. 
Ask: What worked well? 
Need care home staff 
to know each other 
and have opportunities 
to discuss with each 
other and NHS staff 
what is happening. 
How care home staff communicate 
with each other and visiting health care 
professionals affected staff confidence 
about the innovation and how progress 
was understood and recorded. 
Create informal opportunities to talk about what is happening in the care home 
and the impact of the intervention. Plan times and meetings when staff and NHS 
staff can meet to review and provide feedback (that is responded to) on progress. 
Provide updates for other visitors and services who are also involved in working 
with the care home 
Ask: How did this make you feel? 
Table 3 Overview of Priorities support from evidence and implications for future working 
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Appendix 2: Domains of the ACT, underlying assumptions and how conceptualised for this review (adapted from Squires et al 2014) 
ACT CONCEPT/ 
DOMAIN 
Definition Underlying assumption 
(hypothesis) 
 How interpreted for data extraction 
Leadership The actions of formal leaders in 
an organization to influence 
change and excellence in 
practice;  
Care providers who are reported 
as being/perceived as positive in 
their leadership report higher 
research use 
Descriptions of how care home managers and staff with 
responsibilities for leading change engage with the 
innovation, level of interest, participation, evidence of 
support when difficulties or resistance to change 
encountered 
Culture The way that “we do things” in the 
organization; items indicative or  a 
supportive work culture 
Care providers who perceive a 
more positive unit culture report 
higher research use 
Descriptions of how care home staff values and beliefs and 
priorities were seen as positively linked (or not) with the 
innovation. What was prioritised as important or core work. 
Evaluation The process of using data to 
assess group/team performances 
& to achieve outcomes in 
organizations or units  
Care providers who perceive a 
larger number of unit feedback 
mechanisms report higher 
research use 
Descriptions of how data/information on performance is 
used and shared in the care home. If  the innovation was 
compatible with existing systems for feedback  
Social Capital The stock of active connections 
among people. These 
connections are of three types: 
bonding, bridging, and linking 
Care providers who perceive 
more positive unit social capital 
activities report higher research 
use 
Descriptions of  how the staff in the care home worked 
together, the mix of skills and expertise available, who the 
care home worked and linked with outside the care home 
and how this had an impact on uptake 
Informal Interactions Information exchanges that occur 
between individuals working 
within an organization (unit) that 
Care providers who perceive a 
larger number of informal unit 
Descriptions of communication in the care home, how staff 
shared information about the innovation. Who was involved 
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can promote the transfer of 
knowledge 
interactions report higher 
research use 
and the different methods of communication about the 
innovation. 
Formal interactions Formal exchanges that occur 
between individuals working 
within an organization (unit) 
through scheduled activities that 
can promote the transfer of 
knowledge 
Care providers who perceive a 
larger number of formal unit 
interactions report higher 
research use 
Descriptions of meetings about the innovation, team 
meetings, events to support staff learning and training,  who 
is involved, how these are scheduled 
Structural/ Electronic 
Resources 
The structural and electronic 
elements of an organization (unit) 
that facilitate the ability to assess 
and use knowledge 
 Information on resources that support communication and 






The cushion of actual or potential 
resources which allows an 
organization (unit) to adapt 
successfully to internal pressures 
for adjustments or to external 
pressures for changes. 
Care providers who perceive 
sufficient unit staffing levels 
report higher research use 
Care providers who perceive 
having sufficient time on their 
unit report higher research use 
Care providers who perceive 
having sufficient space on their 
unit report higher research use 
Descriptions of staff availability and staff turnover, 
perception of capacity of the workforce to provide care. 
How the design and layout of the care home affects uptake. 
How the innovation and related activities (e.g. workshops) 
were assimilated into the care home routine, how extra or 
new ways of working were accepted and staff capacity and 
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Appendix 3 Summary of responses from Workshops 1 and 2  
 
VANGUARD CARE HOME READINESS 
CITY UNIVERSITY OF LONDON, 14TH DECEMBER 2016 
NOMINAL GROUP WORK 
Table 2 
1. Commitment to improvement 
a. Quality improvement process in place, where gather data on what residents / 
relatives / staff want and what works; and reflect on how to take forward and 
evaluate practice development 
2. Better access to integrated health systems 
a. GP practices engaged 
b. Community services, e.g. district nurses 
c. Training healthcare assistants (empower/skills) 
d. New ways of working (educate support) 
e. Shared notes / data (linked data) 
f. More integrated = better chance of success, e.g. weekend outcomes 
3. Flexibility within the intervention 
a. Having a responsive intervention – care home input can mould the 
intervention to their context 
4. Funding 
a. Staffing levels and stability of workforce 
b. Sufficient funding / time to do/engage 
5. Leadership 
a. Qualified 




f. Stability – leadership length in post / consistent 
g. Clear vision 
h. Common aim (purpose) 
i. Level of influence (authority) 
j. Alignment of Head Office with leader in care home 
6. Incentive and commitment to health outcomes 
a. Shared desire to get better health outcomes for residents through user, carer 
and provider involvement 
b. System of user, carer, provider involvement to guide what is done and how to 
do it and reflect on learning 
7. Relationships 
a. Readiness to participate (engage) 
b. Readiness to take forward change 
c. Not just care homes but assess key stakeholders too for shared vision; 
understanding each other’s context; value and respect (non-judgemental); in 












P2 ranking P3 ranking P4 ranking P5 ranking P6 ranking 
1 7 7 6 1 7 7 
2 5 4 5 5 6 5 
3 1 5 7 7 5 2 
4 4 1 1 4 1 4 
5 2 3 4 6 3 6 
6 0 0 0 2 0 1 
7 0 0 0 3 0 3 
 
Table 3 
1. Regular collection of routine data 
2. Stability of care home staffing 
3. Stability of care home – managers plus minimum tenure (3 months) 
4. Commitment of care home staff for a specific length of time 
5. Presence of formal and informal mechanisms / systems for care home manager to 
communicate with residents / relatives 
6. Value and provide resources for training 
7. Awareness / recognise need for change 
8. Identification of benefits for care homes 
9. Bed vacancy rate is high 
10. Where care home is in its ‘change journey’ (leader, follower) 
11. Ability of care home manager to act independently 






P2 ranking P3 ranking P4 ranking 
1 3 7 3 10 
2 7 8 8 3 
3 8 4 11 2 
4 4 2 5 5 
5 12 1 10 6 
 
Table 4 
1. Leadership characteristics 
a. Engaged manager who explicitly embraces change 
b. Personal gain for manager 
c. Ability to delegate 
2. Capacity of care home to participate 
a. No other planned change in the works to impact on the same area/practice 
b. History of participation 
c. Resources available – staff time/willingness/skills 
3. Is there a communication framework in place already for sharing information 
a. Existing relationships 
b. Ensuring staff are aware of changes and the value of it 
64 
 
4. Understanding current issues in the care home to develop shared goals going 
forward on a project 
a. Knowledge of care home needs 
b. Understanding of care home culture – values/beliefs 
5. Champions in management and care roles 
a. People who could be identified  
b. Is there a structure through which the role could be given 
c. Objectives to develop in the role 
d. Engagement at different levels – keen to learn and empower staff 
6. Experience of successful change in practice in previous x time (e.g. 12 months) 
a. Any prior involvement in studies/projects – what was the outcome? 
7. Identify the physical infrastructure in place to enable change (e.g. meeting room) 
8. Previous involvement in research with partners 
9. Formal training structure already in place or support for training to happen (including 
delivery – i.e. online – or manager willingness to release staff) 
Comment no. Participant 1 
ranking 
P2 ranking P3 ranking 
1 1 2 1 
2 5 1 5 
3 3 4 3 
4 2 3 2 
5 4 5 4 
6 0 0 0 
7 0 0 0 
8 0 0 0 




VANGUARD CARE HOME READINESS 
NOMINAL GROUP WORK 
NOTTINGHAM, 9TH JANUARY 2017 
 
Group A 
1. Willingness to build relationships 
a. Taking time out to meet with CCG 
b. Responsive 
2. Receptiveness of manager and senior staff within the care home to engage and lead 
the change RANKED 5TH 
a. shared view of outcome / expectation 
b. identify the need for the change that is required 
3. Trust 
a. Is the home open about its challenges? 
b. Do they come to you with questions? 
c. Do they want to work with you to change? 
4. Leader / owner who is receptive to innovation and change 
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a. Prepared to commit 
b. Understand purpose 
c. Want to achieve outcomes 
5. Not having acute illness / infection e.g. norovirus 
6. Street level motivation and engagement 
7. Leadership – is the person who is leading the change responsive to it? Identifies the 
need? Can explain it to others? Has the skills to encourage, motivate and support 
others with it? 
8. Have the leader and proprietor bought into seeking innovation and do they have a 
collaborative style with staff? 
9. Organisational barriers – would the change impact on organisational structures? 
10. Being inspected by CQC or improvements for monitoring 
11. Organisational readiness – is there a culture of wanting change / welcoming change? 
Is there and appetite for it? RANKED 4TH 
12. The home brings ideas to you about what they would like to achieve and how they 
will do it (staff readiness) 
13. Readiness of staff – skill mix / competency / experience 
14. Intervention fits with the home 
a. Clear benefits that suit the culture / staffing levels 
b. Does it fit? Is there time? 
15. Previous involvement in research, e.g. ENRICH network 
 
Group B 
6. MERGED WITH COMMENTS 12 AND 14 TO MAKE COMMENT 21 
7. DELETED DUE TO DUPLICATION 
8. Do they have and are willing to allocate the necessary resources to the project? 
9. Stable, long term senior and middle ranking leadership / management team 
10. CQC / local authority scoring (track record)  
a. Identifying if the home is currently at a good baseline for care delivery. 
Looking at safe, well-led, responsive, effective and caring domains, 
demonstrating if the home is able to stretch and develop services 
11. DELETED DUE TO DUPLICATION 
12. Do they have the staff capacity for delivering the intervention? And the ‘does it feel 
like work’ stuff 
13. Do they have the resources to implement this – staffing, time, knowledge, 
investment? 
14. Does the care home have a settled, well established manager that has good 
relationships with their staff? 
15. Track record of engagement and delivery of care home initiatives in the past 
16. Engagement from proprietor and home manager (leaders of the home) 
a. Shared vision to improve services / quality of care, not just profit RANKED 
3RD 
17. MERGED WITH COMMENTS 1 AND 14 TO MAKE COMMENT 21 
18. Do or can the residents and their families want and like the intervention on offer? 
19. MERGED WITH COMMENTS 1 AND 12 TO MAKE COMMENT 21 
20. Are there established relationships between the commissioner and provider that will 
help the project be a success? 
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21. Demonstrably robust and effective systems, processes (including communications) 
enabling positive patient health and wellbeing outcomes. i.e. patient / resident 
centred focus 
22. Engagement with care provider association – seeking to improve own services. 
Impartial feedback 
23. Slack 
a. Resources within care home 
b. Tasks / innovations / changes already underway 
c. Match between the two 
24. Safeguarding / complaints 
a. Reviewing recent issues in the home, is there a growing downward or upward 
trend? 
b. Need to understand care home’s current position 
c. Triangulation of evidence / available data 
25. Capable and confident manager with the autonomy to make decisions (MERGING 
OF COMMENTS 4 AND 9) RANKED 1ST 
26. Alignment of priorities and buy-in from relevant staff, depending on the intervention 
(MERGING OF COMMENTS 1, 12 AND 14) RANKED 2ND 
 
Ranking 
Once comments had been clarified and consolidated within each of the two groups, they 
were shared between the groups. Each person was asked to consider all comments made 
across the two groups and invited to rank their top 5 priorities in order of importance (1-5). 
The top priority was given 5 votes, the second 4 votes, then 3, 2 and 1 respectively. Scores 
were calculated as follows: 
 A B 
1 1 - 
2 9 - 
3 0 5 
4 5 0 
5 0 7 
6 1 - 
7 0 4 
8 0 0 
9 3 0 
10 0 2 
11 10 17 
12 2 - 
13 4 0 
14 1 - 
15 0 8 
16 - 4 
17 - 8 
18 - 6 
19 - 0 
20 - 31 
21 - 22 
 
